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Buurtzorg Nederland: A Global Model of Social Innovation,
Change, and Whole-Systems Healing
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INTRODUCTION

Countries around the world are facing very similar
healthcare issues: the quality and cost of care, poor out-
comes, lack of access to care, lack of transparency of
information, and a growing dissatisfaction among both
patients and caregivers. In the United States, healthcare
constitutes 15.7% of the gross national product com-
pared to 9.7% in the Netherlands, 8.9% in Norway, and
7.5% in Ireland. According to a report recently released
by the World Economic Forum,® with no reforms
underway that would affect the fundamental drivers of
healthcare expenditures, some estimate that by 2040
total expenditures could grow by another 50% to 100%.

Increases in expenditures are often not commen-
surate with health outcomes, as illustrated by the
United States, which spends more money on health-
care than any other country in the Western world and
has health outcomes near the bottom of the Western
world. In the United States, even after the passage of
the Affordable Care Act, it is estimated that 30 million
people will not be able to afford care. The topic of
“healthcare reform” is a pressing issue for most coun-
tries as it is becoming more apparent that required
investments in healthcare adversely impact the ability
to invest in education, infrastructure, social welfare,
and a host of other priorities.

The healthcare workforce itself is also a dominant
issue. While the reasons for this are complex and differ
around the world, in many countries, there is a grow-
ing dissatisfaction and disillusionment with practice.
Most often when healthcare professionals retire early
or leave the profession, it is not due to dissatisfaction
with caring for people. Rather, it is dissatisfaction with
bureaucratic systems that need to be contended with in
order to deliver care. Within nursing, major drivers of
dissatisfaction include loss of autonomy, frustration
with bureaucracy, and adverse working conditions.
Dissatisfaction contributes to workforce shortages.

The reform agenda around heathcare often focuses
on the financing of healthcare and the coordination of
care, given that care is highly fragmented, which leads
to errors, poor quality, and poor outcomes. Ironically,
both of these strategies strive to give access to health-
care systems that are inherently flawed, are not patient-
centered, emphasize the treatment of disease over pre-

vention, and are oriented more toward the provision of
provider-delivered goods and services rather than
empowering people to better manage their own health
and wellbeing. Healthcare is an excellent example of a
social problem that is complex and “wicked” and not
amenable to easy, predictable solutions. “Wicked” prob-
lems, as defined by Conklin,? are difficult or impossible
to solve because of incomplete, contradictory, and
changing requirements that are often difficult to recog-
nize. Solving wicked problems requires innovation,
novel solutions, and a systems approach.

Innovations that radically and fundamentally
change the what, how, and why of healthcare delivery
are scarce and desperately needed. The fundamental
root of many issues in healthcare is the failure to focus
on the primary process of delivering care to patients.
The focus is on the wrong issues. Instead of focusing on
sustaining bureaucracy, new ways are needed to focus
attention on humanity and the relationships between
people who promote and optimize health.

THE BUURTZORG MODEL

Buurtzorg (“Neighborhood Care”) Nederland is a
rapidly growing not-for-profit healthcare company in
the Netherlands that is making bold and transformative
changes. Buurtzorg has the potential to permanently
change the landscape of the healthcare sector. It is a
company that is driven by a belief in “humanity over
bureaucracy,” and that belief deeply impacts the patients
and those who care for them.3+ As we will describe in
this article, this social innovation goes beyond health-
care and in many ways reflects whole-systems healing—
healing that is oriented to advancing the health and
wellbeing of people, families, and communities.

Buurtzorg Nederland

In 2006, Jos deBlok reintroduced the concept of
district (community) nursing in the Netherlands at a
time when the traditional and commercial home care
industry was characterized as being costly, fragmented,
and populated with caregivers who were overworked
and dissatisfied. The focus had shifted from care to pro-
duction, protocols, and administration. De Blok’s idea
was very simple and practical—eliminate overpaid
managers, luxurious offices, and layers of bureaucracy
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and give teams of nurses the authority and responsibil-
ity for providing care to groups of patients in neighbor-
hoods or districts. In 2007, Buurtzorg Nederland
launched with 1 team. By 2010, there were more than
250 teams scattered throughout the country and by the
end of 2013, there were 630 teams employing 7188
nurses, providing care to about 55000 clients. As of
March 2014, there are 650 teams.

Key features of the Buurtzorg Model are described
below.

Self-directed Teams: Buurtzorg employs teams of
professional nurses and nurse assistants, provides
coaching support, and trusts that professionals do not
need to be managed. Buurtzorg exemplifies successful
adoption and use of a business strategy known as self-
directed work teams.> Teams of up to 12 nurses manage
themselves and their work, performing all of the tasks
necessary to provide care for 50 to 60 patients. Team
members decide how best to perform the work, deter-
mine schedules, assign roles, and optimize team out-
comes. The microscale of Buurtzorg neighborhood-
focused teams makes it possible to know and use the
local resources, build and support formal and informal
networks, and initiate prevention activities that
enhance health and wellbeing.

Scope of Practice: Buurtzorg nurses work closely
with general practitioners and other community
healthcare providers. Decisions about what clients
need are not based in a corporate office where knowl-
edge is limited; rather, decisions are made in the home
by the client and the nurse. The nurses provide com-
prehensive, holistic care based on what they and the
client and family determine the client needs. This may
include everything from a bath and bowel care to dress-
ing changes and medications to preparing a simple
lunch. Care is less fragmented when it is provided by
the nurse rather than divided among a series of provid-
ers that could include personal care attendants and
nurse specialists as well as generalist home care nurses.

Relationship-based Practice: Buurtzorg nurses
are interested in clients’ life circumstances, the envi-
ronment, and spiritual and social needs in addition to
physical needs. The relationship between the nurse
and the client is the core strategy of the organization.
Teams work together to schedule and plan care for
clients and to ensure that clients receive services from
only 3 to 4 nurses to optimize relationships and
decrease fragmentation of care. Buurtzorg clients
appreciate the consistent, compassionate care, and
this is reflected in the highest level of satisfaction in
national surveys.

Empowerment of Clients: The Buurtzorg model
emphasizes returning clients to independence as quick-
ly as possible. The nurses “front load” care, working
intensively with clients from the beginning, teaching
and supporting them as they learn self-care and gain
confidence. Clients value their independence and strive
to achieve self-care goals. This is mutually beneficial for

clients, families, the healthcare system, and Buurtzorg.

Simplified Billing: Common in the industry is bill-
ing based on who provides the care or service, how
much time they use, and what they do. Buurtzorg pro-
posed to private and governmental contracts that the
billing be simplified. Rather than having multiple rate
structures that require significant bureaucracy to record
and process, Buurtzorg proposed using one rate (57
euros per hour in 2013) for a visit, regardless of duration.

Financial Sustainability: When Buurtzorg
Nederland began, there was great skepticism as to
whether it would work and whether it was scalable. The
fear was that without “controls” and with using highly
skilled nurse caregivers, the costs would soar. The oppo-
site occurred. On the average, Buurtzorg nurses use only
40% of the care hours that are allocated per client, result-
ing in significant annualized savings by the govern-
ment. Buurtzorg has also demonstrated internal fiscal
sustainability. Reported revenue at the end of 2013
exceeded 200 million euros.

Low Overhead: An explicit goal of Buurtzorg was
to empower teams of nurses to provide care and to
eliminate management that isn’t necessary and doesn’t
add value. As the number of teams soared, the adminis-
trative costs have remained exceedingly low. Forty-
nine staff members and 14 coaches support the teams.

Employee Engagement and Satisfaction:
Humanity over bureaucracy is the mantra of the orga-
nization. Buurtzorg nurses are highly creative and
skilled human beings, nurses, and entrepreneurs. They
have autonomy to work with clients and those in their
networks to develop creative solutions for client prob-
lems. The psychological impact of this autonomy fos-
ters a sense of satisfaction and wellbeing among nurses
that extends to their clients and their families.® In 2011
and 2012, Buurtzorg was recognized as the best employ-
er in the Netherlands, edging out the previous winner
Royal Dutch Airlines KLM.

Buurtzorg Web: Teams are interconnected
through the Buurtzorg web, an intranet that enables all
nurses to share knowledge and extend and receive sup-
port. In addition to the online community dialogue,
business processes are managed through the web. The
award-winning Buurtzorg web design was developed
through a series of meetings with Buurtzorg nurses.
Health information technology (IT) functions enable all
teams to use online scheduling, billing, and documenta-
tion. Real-time financial reports are transparent at the
organizational and team levels, which allows teams to
self-monitor productivity and self-manage budgets. The
Buurtzorg web is accessible through desktop and mobile
applications. It is estimated that use of the IT platform
for administrative functions saves approximately 20%
of the costs of a typical home care agency.

Outcome Measurement: Buurtzorg uses the
Omaha System? within the IT platform to record nurs-
ing assessments and to document care. The networked
electronic health record aids in individualized care
planning and generates robust outcome data. In addi-

Original Article

www.gahmj.com e January 2015 e Volume 4, Number 1

41



42

GLOBAL ADVANCES IN HEALTH AND MEDICINE

tion to tracking individual patient outcomes, Buurtzorg
nurses can assess population health status by team and
population of interest using the Omaha System data.
Future plans are to use large data sets for intervention
effectiveness research.

Theoretical Frameworks Underlying the Buurtzorg
Model

The Buurtzorg Model reflects a merged theoretical
perspective of the whole that overlays the notion of a
patient-centered social-ecological framework® on the
science of networks.? The key relationships between
clients, informal networks, Buurtzorg teams, and for-
mal networks are embedded within neighborhood
networks. Buurtzorg nurses leverage powerful client
and team networks to cultivate the health and wellbe-
ing of the client and community as they provide care
and support client independence. The positive out-
comes of care have a ripple effect on the wellbeing of
the neighborhood, community, and health system.

Social Innovation and Change

Social innovation, as noted by Phillis et al,’® is the
best construct for understanding and producing social
change. They define social innovation as a “novel solu-
tion to a social problem that is more effective, efficient,
sustainable, or just than existing solutions and for
which the value created accrues primarily to society as
a whole rather than private individuals.” According to
their definition, an innovation is social only if the bal-
ance is tilted toward social value—benefits to the pub-
lic or to society as a whole. They also note that a social
innovation can be a product, production process, or
technology as well as a principle, an idea, a piece of
legislation, a social movement, an intervention, or
some combination of these elements.

Evaluated against this definition, Buurtzorg
Nederland meets all of the requisite criteria. Healthcare
across the globe is a social problem—access to care, as
well as the cost, quality, and coordination of care. The
solution or innovation offered by Buurtzorg produces a
product or outcome that is more effective (improved
clinical outcomes, client and family satisfaction, nurse
satisfaction and engagement), efficient (utilizes fewer
resources than other home care models), sustainable
(generates significant cost savings), and just (provides
access to clients and positive work environment for
staff). The benefits to society are both indirect and tan-
gible. The tangible benefits can be measured in
improvement in healthcare access, cost, and quality.
Indirect but not insignificant benefits include the
impact on the community or neighborhood. Creating
social networks strengthens the social fabric of the
community and improves the overall quality of life and
wellbeing of the citizens.

The magnitude and speed with which Buurtzorg
grew is unusual and striking. The interest within the
Ministry of Health of the Netherlands remains high
and attempts are underway to replicate aspects of the

The Buurtzorg “microsystem” reduces distance
between clients, community, and healthcare providers,
creating efficiencies that optimize client care and cost-
effectiveness.

A Buurtzorg nurse’s description allows us to see how
the Buurtzorg networks supporting nurses and families
extend to and through the communities and systems:

This morning | was visiting 3 clients, one after another.
All 3 are terminally ill but all had very different needs,
were surrounded by family members, and all differed in
the way that they looked at their illness and family situ-
ation. Everywhere | visited, | was asked to talk with
them about their last days in the world. All 3 clients
required very different care for that day than had been
originally planned. But this created no problems for me
or my team members. | just phoned the other clients
[and said] that | was going to be later than usual. And
when | came back to the office, the team was there for
me to talk to about the morning and the things that
are so hard to witness: a young family losing their
father, a loving partner losing the only person she
holds dear, and the loneliness dying sometimes brings.
But | felt all this time supported by a team, only a
phone call away, and family doctors who will help
wherever they can. And | know that | made a differ-
ence because | was given the opportunity.

Buurtzorg model within other sectors of healthcare,
including hospitals and long-term care. There is also
interest in evaluating whether this model of social
innovation and change could be applied in sectors
outside of healthcare such as education where self-
directed teams, empowered teachers and leaner
administration could positively impact school bud-
gets and performance.

The interest in Buurtzorg is rapidly becoming a
global phenomenon. Buurtzorg teams were launched
in Sweden in 2011, in Minnesota in 2013, and it is
anticipated that organizations modeled after
Buurtzorg will emerge in Japan, Switzerland, and
Belgium within 2 years.

Social Entrepreneurship

Buurtzorg has clear social entrepreneurial fea-
tures. Austin et al define social entrepreneurship as an
innovative activity that creates value and can occur
within or between two or more organizations in the
nonprofit, business, and governmental sectors.** Social
entrepreneurship is often associated with initiatives
and processes that have been set up by non-government
organizations or social enterprises.’*'3 Experts
Dorado,™ Mair and Marti,’> and Zahra et al*® argue that
the fundamental distinction between social entrepre-
neurship and commercial entrepreneurship is that
social entrepreneurship creates both economic and
social value. By this definition, Buurtzorg meets the
criteria for a model of social entrepreneurship.

Innovation is an important aspect of social entre-
preneurship.”” Three types of innovations in social
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entrepreneurship have been described by Alvord,
Brown, and Letts.’® These innovations focus on:

¢ increasing the ability of local actors to solve their
own problems,

e disseminating a package of innovations to serve a
need, and

® setting up a structure to challenge the structural
causes of social problems.

At Buurtzorg, encouraging the clients toward self-
management of their problems is one of the main goals.
Clients should not become dependent on the care they
receive. To enhance the quality of their lives, they learn
how to mobilize their social ties to significant others
such as family members and neighbors. This allows
Buurtzorg to expand services to larger target groups so
that more people can benefit from their care.

The populations served—the elderly, people with
serious chronic disease, and youth with mental health
issues—have significant needs and create a financial
burden on the Dutch healthcare system. The establish-
ment of a neighborhood Buurtzorg team in many ways
creates an infrastructure that begins to ease social prob-
lems experienced by clients and their families.

Whole-Systems Healing

In many ways, Buurtzorg is illustrative of whole-
systems healing—a way of cultivating the health and
wellbeing of individuals, communities, organizations,
societies, and the environment by living and acting
with awareness of the wholeness and interconnected-
ness of all living systems.'92° Buurtzorg embodies
whole-systems healing in the way that it is embedded
in neighborhoods. The central tenet is that care needs
to be provided within the context of an individual’s
life—home, family, and neighborhood.

Whole-systems healing requires an understanding
of several critical key concepts:

¢ Complexity science/Chaos theory: All living sys-
tems, from individual humans and communities
to the ecosystem of the planet, are complex sys-
tems that are constantly adapting and evolving
in response to changing conditions from within
and outside.

¢ Social networks: Social networks are social struc-
tures made up of individuals or organizations that
are connected or inter-related. The ties can be
social, economic or organizational.

e Social change: Social change is a process where-
by values, attitudes or institutions of society
become modified.

¢ Gentle action: As articulated by Peat, gentle action
is the use of grassroots efforts and collective intel-
ligence to focus many small, coordinated efforts
on the best point of leverage within a given sys-
tem.?! It is the strategic implementation of highly
coordinated, low-intensity actions.

Within the complex system of healthcare in the
Netherlands, Buurtzorg stepped in and peeled away
complexity to enable the nurses to provide care and
receive the support they needed. Simplified billing,
sophisticated IT, supplies distributed and delivered to
the client’s homes, and coaching made available to the
teams created a healthcare product or service that is
superior and less expensive. Buurtzorg has also demon-
strated the capacity to be nimble and responsive to
changing conditions.

The capacity to build and leverage social networks
is one of the most distinguishing features of Buurtzorg.
The networks are multi-level and include networks of
physicians and other health professional colleagues that
interface with local teams of nurses; networks of nurse-
led teams that interact with each other; strong connec-
tions between local nurse teams and community-based
organizations; and on a national level, Buurtzorg has a
strong network with governmental entities.

The Buurtzorg values that are embodied in self-direct-
ed teams and the phrase “humanity over bureaucracy”
represent radical departures from the inclination of mod-
ern society to manage, control, create bureaucracy and in
the process, dehumanize patients This new organizational
form represents social change of a large magnitude.

Embracing Emergence

Finally, the Buurtzorg model is emerging as a novel
social innovation with the potential for considerable
collective impact in and beyond the Netherlands. In a
recent article on collective impact and complexity,
Kania and Kramer identify five conditions of collective
impact.?* The five conditions are described below, with
commentary on the Buurtzorg related to each condition.

e Common agenda: a shared vision for change and a
joint approach to solving it through agreed-upon
actions. The Buurtzorg common agenda is shared
across all teams and is explicitly stated and under-
stood by nurses and patients alike.

e Shared measurement: collecting data and measur-
ing results consistently. Buurtzorg data collection
for outcomes measurement is embedded within
the electronic documentation system as part of
the nursing process and workflow.

e Mutually reinforcing activities: a balance of differ-
entiated and coordinated activities. Buurtzorg
teams balance community and system actions
with personalized individual services. All nurses
are community leaders, and all nurses are empow-
ered to solve individual and community problems.

e Continuous communication: consistent and open
communication is needed to build trust, assure
mutual objectives, and create common motivation.
Robust team communication underlies the
Buurtzorg way of working, with weekly team
meetings and frequent shared casual contacts as
well. The Buurtzorg web enables dialogue at the
organizational level for all nurses.
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e Backbone support: staff and specific skill sets that
support the coordination. The streamlined IT sys-
tem is designed to ensure that nurses can do their
work and support each other with a minimum of
administration. Nurses may specialize in particu-
lar skills that support team functioning. The sim-
plicity of the Buurtzorg model minimizes the
need for extensive administrative support at the
organizational level.

Asdescribed earlier, healthcare operates in a world
of complexity where predetermined solutions rarely
work. As noted by Kania and Kramer, even when suc-
cessful interventions are found for complex social
problems, adoption spreads very gradually, if at all.??
The phenomenon of collective impact, they explain,
works differently: the process and results are emergent
rather than predetermined. As such, collective impact
is not just a new process that supports the same social
sector solutions; rather, it is an entirely different model
of social progress. This may explain the slow emer-
gence of the self-directed nursing team concept, which
transformed into unusual success of the Buurtzorg
model as an emerging social change in healthcare.

As Buurtzorg begins to support entities on multi-
ple continents, the organization is facing issues of scal-
ability and sustainability. Questions are emerging
regarding the applicability and relevance of the model
within different cultural contexts and the potential of
the model to produce both local and global impact. In
alignment with Buurtzorg’s growth strategy within the
Netherlands, there is strong support for adaptation of
the model to local contexts while maintaining fidelity
to core principles. There is also a strong commitment
to creating systems that support continuous learning,
communication, and measurement. Over the next 5
years, scholars, practitioners, and educators are needed
to engage in evaluating the global impact of this inno-
vative care delivery model.
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